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CHAPTER I 
INTRODUCTION 
Purpose ~ Focus 
This study is focused upon ninety closed cases of cerebral 
I palsied children kttown to Kercy Free Dispensary Palsy Clinic and 
on the extent to which the recommendations. made after the diag-
nostic evaluation, were followed by the parents of these children. 
From this study some commOD characteristics of the study group may 
be revealed, indicating what significant factors entered into the 
failure of the parents to follow through on the Clinic's recommen-
dations. 
Scope 
This thesis is one part of a group project undertaken by five 
students from the Loyola University School of Social Work whose 
1 The current title of this medical facility is being used in 
this thesis instead of the former name, Mercy Free Dispensary 
Cerebral Palsy Clinic since all of the clinical records had become 
a part of Mercy Hospital Children's Rehabilitation Center at the 
time that the stUdy was undertaken. 
I 
2 
intention it was to study all of the cases of cerebral palsied 
children known to Mercy Free Dispensary Cerebral Palsy Clinic any-
time between the date of the Clinic's establishment, February 14, 
1949, and August 31, 1954. It was decided that only those cases 
that had been definitely diagrtosed a~ cerebral palsied would be 
included in the study. There were 329 cases known to the Clinic 
during the aforementioned time period, but 101 of these were elim-
inated from the study either because they were not available at th 
time of the study or had not been conclusively diagnosed as having 
cerebral palsy or had incomplete diagnostic evaluations. There wer. 
228 cases that met the criteria decided upon for the study. Of thil 
number, 138 were active cases and 90 were closed cases. After the 
data on these cases were compiled, each of the students engaged in 
the project selected a specific area for individual concentration 
and, thereafter, worked independently in analyzing, interpreting, 
and presenting the material studied. The 90 closed cases on which 
this particular thesis is focused were selected on the basis that 
their application for treatment occurred between the periods Febru 
ary 14, 1949, and August 31, 1954. Although it is the policy of thE 
clinic to offer its services to patients from infancy through fif-
teen years of age, exceptions are occasionally made to accept for 
~are persons over fifteen years of age who are especially in need 
of the services offered by the clinic. A total of four such patien1 s, 
3 
who were beyond the maximum age limit, were included in the stUdy. 
The age grouping of 86 cases ranged from infancy through fifteen 
years. This stUdy will concentrate on an analysis of the factors 
relative to termination of the patients' contact with Mercy Free 
Dispensary Cerebral Palsy Clinic. 
Source and Method 
The material for this thesis was obtained through a study of 
the case histories and clinical records of 228 patients known to 
Mercy Free Dispensary Cerebral Palsy Clinic sometime between the 
date of its establishment, February 14, 1949, and August 31, 1954. 
The selection of the material and the general focUs were made pos-
sible following discussions with the professional clinic personnel 
in group sessions and individually, as well as through a study of 
some of the literature in the field. After a review of several cas s 
was made, a tentative schedule was drafted. This was presented to 
the professional members of the Clinic staff, who met in a group 
session to discuss the strengths and weaknesses of the schedule. 
The clinic personnel indicated areas which needed development and 
offered suggestions for a more comprehensive study. The schedule 
was then revised and was tested on a random sample of every tenth 
case or 30 of the cases in the stUdy group, in order to determine 
if the schedule were adequately constructed for the purpose of the 
stud com 
4 
adjustments were made in the schedule. The revised schedule was 
used as the basis for the collection of uniform pertinent data 
relevant to the study. This schedule included four broad categorie~ 
of information: (1) general identifying information; (2) medical 
history; (3) psychological evaluation; and (4) diagnosis and treat~ 
ment~ The cases were listed alphabetically and placed in numerical 
sequence. The total number of cases was equally divided among the 
students for the purpose of completing a schedule on each of the 
cases. When the stUdy of the individual cases had been completed, 
the information obtained was transferred to a master sehedUle and 
tabulated to facilitate the analysis of the data. 
CHAPTER II 
CEREBRAL PALSY DEFINED 
I. 1862 an English surgeon, William John Little, wrote a 
paper in which he described the condition now known as cerebral 
palsy. Dr. Little gave the inaccurate impression that all cerebral 
palsied children were the spastic, grimacing, drooling type and 
were feeble-minded. TOday aedical doctors no longer use the term 
Little's disease since it is now known that impaired intelli-
gence does not necessarily always accompany the physical disabilit 
1 
which characterizes the illness. 
"Cerebral palsy may be defined as a condition characterized 
by paralysis, paresis, incoordination, dyskinesis or any aberra-
tion of motor fUnction that is due to involvement of the motor 
control centers of the brain. ff2 Cerebral palsy is a term used to 
lEugene J. Taylor, Help ~ ~ 12£ Cerebral Palsy, Public 
Affairs Pamphlet No. 158 (1950), p. 3. 
2M. A. Perlstein, Infantile Cerebral Palsy: Classifications 
~ Clinical Correlations, published by the American Medical Assoc 
iation (1952), p. 1. 
5 
6 
describe conditions resulting from brain injury which occUrs be-
fore, during or after birth. The brain injury may be the result of 
an accident or disease. 3 There may be many associated defects or a 
coexistence of defects in intelligence, personality and sensation 
in the cerebral palsied person. 
As health agencies in most states do not require that cerebra 
palsy be reported, statistics on its extent are not reliable. The 
aethod most commonly Used in recent years for estimating the inci-
dence of cerebral palsy is the "Phelps' formula." This is based on 
the studies of Dr. Winthrop K. Phelps done in several eastern 
states. According to this formula, it is estimated that seven per-
sons with cerebral palsy are born yearly in everyone hundred 
thousand popUlation. As many of these severely handicapped chil-
dren are highly susceptible to infections, about fifteen per cent 
die within the first five years of life. Dr. Phelps estimated that 
four persons per one thoUsand population above the age of six were 
so afflicted. In round numbers, an estimated half million persons 
in the United states were afflicted with cerebral palsy.4 
3 ~ the Forgotten Child a Future, a brochure published by 
the Cerebral Palsy Foundation of Southern Arizona, Inc. (n.d.) 
4 Taylor, p. 6. 
7 
Classification £! Cerebral Palsy According to Clinical Symptoms 
1. Spastic: the musclQs are tight and tense and free motion 
is limited and frequently impossible. 
2. Athetosis: this type of motion is associated with more 
tension thaD of the ar.s and legs and sometimes the head are in 
constant uncontrolled motion. 
3. Rigidity: the muscles have lost their elastiCity and the 
motion of the joints is blocked. Total motion may be decreased. 
4. Ataxic: there is a loss of the sense of relation to space, 
which makes controlled motion and balance impossible. 
5. Tremor: involuntary rhythmical motion is present in one or 
5 
more joi~ts. These motions are uncontrollable. 
Classiciation According 12 Topographical Involvement of Extremitie 
The terminology employed by Mercy Free Dispensary Cerebral 
Palsy Clinic to classify patients into specific groups according 
to the area of involvement are five: (1) paraplegia: this involves 
the legs only; (2) diplegia: involvement, primarily, of the legs 
and the arms to a slight extent; (3) quadriplegia; this involves 
all four extremities. (4) hemiplegia: this condition is lateralizec 
to one half of the body and there is a greater involvement of the 
5 Give the Forgotten Child a Future. 
8 
arm; (5) double hemiplegia: this term is reserved for cases of 
spastic quadriplegia in which the arms are more involved than the 
legs. 6 
Treatment 
There is no cure for cerebral palsy, as damaged nerve tissue 
cannot tie replaced or repaired, thereby restoring the normal func-
tions of the nervous system. An objective in treatment is the 
training of other areas of the brain to take over the function of 
the damaged centers. Treat.ent measures include physical, occupa-
tional, and speech therapy, surgery, braces, or drug therapy. Trea 
ment is highly individualized and requires skilled personnel. The 
diagnostic evaluation gives the type of cerebral palsy and the de-
gree of involvement; physical and/or mental. The various types of 
the handicap require different types of treatment, as well as de-
termining the kind of day-by-day handling. Treatment involves goal 
these are indicated at the time of the diagnostic evaluation. 7 
6perlestein, p. 4. 
7Information taken from material compiled for publicity pur-
poses for Mercy Free Dispensary Cerebral Palsy Clinic, 1954. 
-CHAPTER III 
THE HISTORICAL BACKGROUND OF THE STUDY 
In 1847 a charter was obtained for Chicago's first hospital, 
which was named the Il111101s General Hospital of the Lake. The 
pat1ents were nursed by the Sisters of Mercy who received their 
training from the staff doctors of the hospital. In 1851 the 
trustees of the hospital found their funds inadequate and offered 
the hospital to the Sisters of Mercy, The Sisters took possesion 
on February 27, 1851, and the following year the name was changed 
1 to "Mercy" Hospital. 
In 1879 the Chicago Medical School was erected on Mercy Hos-
pital property at Twenty-sixth Street and Prairie Avenue. Arrange-
ments were made for the Sisters to conduct a free dispensary for 
2 
college students' benefit and for the poor of the district. 
1 Information taken from material compiled for publicity pur-
poses !or Mercy Free Dispensary Cerebral Palsy Clinic, 1951, pp. 
19-20. 
2 ~., p. 20. 
9 
10 
Mercy Hospital has continued to grow and expand since its 
establishment more than a century ago. A flexible program has been 
directed toward a constant goal of keeping abreast of progress in 
the medical and scientific world. It has always been a teaching 
hospital, having been associated with the Rush Medical College, 
Northwestern School of Medicine, and more recently with the Stritc 
School of Medicine of L~yola university,3 
Mercy Free Dispensary Clinic 
Mercy Free Dispensary Clinic is now in its thirty-seventh 
year of service to the sick poor. There were no written data to 
indicate what may have happened in 1914, but the Dispensary was 
apparently closed from 1914 until JUly, 1919. The Dispensary was 
reopened through the support of the Catholic War Council to care 
for the discharged military personnel and their dependents. When 
it was found that there was a tremendous need on the part of the 
general pUblic f~r out-patient .e«ical care, the Sisters agreed to 
resume this service. The .edical staff of the hospital from that 
4 date gave of their time and effort to the Dispensary. Although th 
Dispensary was a separate unit in 1954, it was administratively an 
4 ~., p. 26. 
11 
integral part of Mercy Hospital. Financially, it operated on an 
independent budget which was met through a three-fold arrangement: 
5 
the hospital, dispensary fees, and the Community Fund. 
The Cerebral Palsy Clinic 
The Mercy Free Dispensary Cerebral Palsy Clinic was estab-
lished February 14, 1949, and is partially supported by the United 
Cerebral Palsy Association. The function of the clinic is based on 
a team-work approach. The .edical social worker explains the pur-
pose and fUnction of the clinic to the parents in the initial inte -
6 
view. The medical and social histories are obtained at this time. 
Every cerebral palsied child is given a complete physical examina-
tiona Pediatrics, physical medicine, neurology and orthopedics and 
the ancillary services of the physical, occupational and speech 
therapies, the psychology and the social service departments co-
ordinate their activities in a diagnostic study. A diagnostic 
evaluation is thus established and when completed the recommenda-
tions and the type of treatment indicated for the maximum habili-
7 
tation of the child are discussed with the parents. 
5Information taken from material compiled for publicity pur-
poses for Mercy Free Dispensary Cerebral Palsy Clinic, 1954. 
6 U Mummy, I'm Walking," a brochure on the Cerebral Palsy Clini 
and the Stritch School of Medicine of Loyola University, Chicago. 
7Information taken from material compiled for publicity pur-
poses for Mercy Free Dispensary Cerebral Palsy Clinic 1951. 
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Affiliation ~ Martha Washington ~ ~ Crippled Children 
As Mercy Cerebral Palsy Clinic was limited largely to diag-
nostic services because of the lack of space for a treatment cen-
ter, the Clinic affiliated with the Martha Washington Home for 
Crippled Children on July 1, 1953. The facilities of the Martha 
Washington Home were used for in-patient care, and children were 
admitted for a three-month period and reevalUated every three 
months. This affiliation was dissolved September 30, 1954, for 
8 lack of funds. 
The Mercy Hospital Children's Rehabilitation Center 
It was decided to continue the Mercy Free Dispensary cerebral 
palsy diagnostic and rehabilitation services on an out-patient 
basis only. Space was made available and the Mercy Hospital Chil-
drents Rehabilitation Center was officially opened on October 1, 
1954. The same specialties of medicine and the ancillary services, 
with the exception of group therapy, as given previously were con-
tinued. A complete diagnostic study is made on all children re-
ferred and the most complete rehabilitation plan possible worked 
out for each child. These services are available to any child 
through fifteen years of age without regard to rac~, creed, or 
13 
legal residence. Fees for services are determined on the ability 
to pay. There are no facilities at present for in-patient care 
during treatment. 9 
CHAPTER III 
THE STUDY GROUP 
Of the cerebral palsied patients known to Mercy Free Dispen-
sary Cerebral Palsy Clinic during the period from February 14, 
1949, through August 31, 1954, the 90 closed cases were selected 
for particular stUdy. It is hoped that some concomitant factors 
may be revealed explaining the reasons for withdrawal of the mem-
bers of the study group fro. treatment and supervision of the 
clinic~ 
Identifying Information 
As mentioned previously, occasional exceptions were made to 
accept for care persons beyond the age of fifteen years who were 
especially in need of the services offered by the clinic. The diag~ 
nostic evaluation occurred when under fifteen years for three of 
the four patients beyond the usual age limit. The fourth patient 
was admitted for diagnostic evaluation and potential treatment at 
the age of twenty-one years. The ages of the remaining 86 children 
14 
.:::::U::::=::::::¥2WSC!t!1=_ _ .. _ a=AI±L,,-
15 
at the time of admittance to the clinic fell within the age range 
of infancy to thirteen years inclusively. Private physicians andl 
or clinics referred 32 children; 21 were referred by community 
agencies; 21 as the result of radio and newspaper publicity; 7 by 
friends who were familiar with the services of the clinic; 7 by 
the immediate family of the cerebral palsied child. and 3 patients 
applied for services, the source of referral not being indicated 
on the record. 
Certain data relative to the cerebral palsied child's environ 
ment and socio-economic stratum seemed to be significant. Forty-
eight families were fourtd to rent; 28 owned or were currently buy-
ing their own homes; 5 lived with relatives; and the living arrang 
ments of 9 families were not entered in the records. Eighty-two 
fathers were employed; 3 mothers were public welfare recipients; 
and the employment status of 5 of the parental wage earners was 
not recorded. Forty-seven families had hospitalization insurance; 
23 were without hospital or medical benefits; and resources of 
this nature were not indicated for the remaining 20 cases. 
Classification by residence revealed that 64 patients were 
from the city of Chicago; 10 were from suburban areas; 10 were 
from out-lyirtg parts of the state of Illinois; and 6 were out-of-
state residents. 
16 
Cerebral palsied children categorized by race and sex re-
vealed that there were 49 white males and 35 white females; 2 negr 
males and 4 negro females were admitted to the clinic for evalua-
tion and treatment. 
Findings as to religious preference pointed out that 51 pa-
tients were of the Catholic faith; 30 were of Protestant denomina-
tions; four were Jewish; and 5 indicated no religious preference. 
Social History at Time £! Admission 
The marital status of the parents of the patients is signifi-
cant insofar as parental attitudes are instrumental factors in the 
psycho-social development of the child. Eighty were married; one 
was divorced; four had remarried; one was a widow; and in four 
instances the marital status was not known. 
The following tables reveal additional informative aspects 
relative to the child's environment. The age of the parents at the 
birth of the patient indicates that the concentration of births oc 
curred during the period normally regarded as the child-bearing 
years. 
A total of seven families reported additional cerebral palsie 
persons in their immediate families. Four parents stated that a 
niece or nephew had a similar handicap, two reported having two 
cerebral palsied children, and one family had three cerebral palsi d 
17 
TABLE I 
THE AGE OF PARENTS AT BIRTH OF CEREBRAL PALSIED CHILD 
Age 
14 to 19 
19 to 24 
24 to 29 
29 to 34 
34 to 39 
39 to 44 
44 to 49 
49 to 54 
54 to 59 
Not reported 
The following table 
histories of the mothers 
clinic. 
Father Mother 
0 2 
8 13 
14 22 
17 20 
16 13 
11 6 
2 0 
2 1 
3 0 
17 13 
shows a breakdown of the child-bearing 
of cer~bral palsied children seen at the 
18 
TABLE II 
CHILD-BEARING HISTORY OF THE MOTHERS OF CEREBRAL PALSIED 
CHILDREN CLASSIFIED BY PARA,a GRAVIDA,b 
MISCARRIAGES AND BIRTH POSITION 
OF PATIENT 
Class i- Pregnancies 
fication 0 1 2 3 4 5 6 7 8 9 10 
Para 
--
19 32 20 9 4 1 2 0 1 0 
Gravida 
--
23 27 17 11 6 0 0 0 2 4 
Miscarriages 62 12 7 1 0 5 0 0 0 0 0 
Cerebral 
--
29 28 16 4 4 1 3 0 1 0 
Palsied 
Child 
aTotal number of live births. 
bTotal number of pregnancies. 
Vn-
k~own 
2 
0 
0 
4 
A grouping of the number of siblings and the ordinal position 
of the patient in the family structure emphasizes what difficultie 
may arise when the mother devotes her time and effort to the de-
mands and specialized needs of the handicapped child. 
A social history furnishes data on the pertinent facts in the 
life and early development of the child and at the same time af-
fords an opportunity to evaluate the attitudes of the significant 
persons in the life of this type of handicapped child. The environ 
mental atmosphere can be of assistance or hindrance in the treatme t 
...... 
program later planned for the child. 
TABLE III 
ORDINAL POSITION OF PATIENT AND 
NUMBER OF SIBLINGS 
Ordinal Posi-
tion of Number Number 
Patient of Cases of Cases 
Only child 24 24 
1 21 31 
2 23 17 
3 11 12 
4 5 2 
5 2 1 
6 1 1 
7 2 0 
8 0 1 
9 0 1 
Not recorded 1 
Total 90 90 
19 
Number 
of 
Sibling s 
None 
1 
2 
3 
4 
5 
6 
7 
8 
9 
The attitudes attributed to the members of the fa_ily were 
those observed by the clinic staff primarily. Three were obtained 
from reports submitted by the Board of Education, five were from 
referral agencies, and one as noted by a referring physician. 
The attitUdes were classified broadly as positive, negative, 
or undetermined. All members of the clinic team registered their 
impressions in these broad terms in relation to all significant 
persons in the life of the child. The importance of these impres-
sions was reflected in the degree of parental cooperation,which 
20 
the specialists recognized as being of value or disadvantage to 
the patient's progress while receiving therapy. 
It is important that the family direct its energies toward 
assisting the child to accept his handicap and his limitations and 
to encourage him to Use to the utmost his capabilities. It is 
imperative that the cerebral palsied child be treated as much like 
a normal child as possible. The records revealed that the parental 
attitudes could be classified as follows: They were overly-protec-
~, fostered dependency, had pronounced feelings of guilt, or 
were wholly ~ partially rejecting of the child .• A s.all number of 
parents were completely accepting of the child and anxious to ob-
tain treatment. In response to the various types of attitudes ex-
pressed, the children likewise developed either predominantly pos-
itive or negative personalities, and their behavior followed a sim 
ilar pattern. The handicapped children were also observed during 
their clinic appointments, and the attitudes and type of behavior 
they manifested was noted. Twenty-six were decidedly positive in 
their attitudes, 28 were defini~y negative, and the attitudes of 
36 were classified as being undetermined. "Others" was used broadl 
and included relatives, neighbors, and the patient's peer group. 
Early recognition of the pathology in the development of the 
child is important from the point of view of treatment. Medication 
or ortho liances 
20 
benefit from research in this iield providing he has the mental 
development to assist in the reeducation of his muscles. When 
cerebral palsy occurs after a child has known the experiences of 
walking and talking, an added difficulty is introduced in his re-
training and rehabilitation. It has been found that a child who 
lacks experiences in walking and talking is a much more favorable 
subject for therapy and habilitation than a child who has not had 
such experiences. 
TABLE IV 
ATTITUDES OF FAMILY A.ND OTHERS TOWARD THE PATIENT* 
AttitUde Father )lother ~iblings Other 
Positive 25 26 21 
Negative 22 40 9 
Undetermined 43 24 36 
*Observations made by clinical staff at Mercy 
Hospital Children's Rehabilitation Center. 
7 
5 
77 
The following tables show at what ages the abnormality was 
observed in the study group and at what age the patients were diag 
nosed as being cerebral palsied. 
TABLE V 
AGE OF PATIENTS WHEN ABNORMALITY 
WAS JlANIFESTED 
Age Grouping Number of Patients 
Birth to 1 year 55 
1 year to 2 years 1 
2 years to 3 ~ears 2 
3 years to 4 years 1 
Mother could not 
furnish information 27 
TABLE VI 
AGE DIAGNOSED AS CEREBRAL PALSY 
Age at Diagnosis Number of Patients 
Birth to 6 months 7 
7 months to 12 months 20 
13 months to 18 months 11 
19 months to 24 months 8 
25 months to 36 months 11 
37 months and over 19 
Not recorded 14 
22 
Immeasurable contributions have been made to the education of 
cerebral palsied children by pione"ers in the United states who 
developed the basis for its diagnosis, treatment and estimation of 
incidence. These pioneers are Doctors Bronson Crothers of Boston, 
Winthrop M. Phelps of Baltimore, and Earl R. Carlson, who wrote 
1 Autobiography. 
23 
A correlation of the results of their intensive research with 
the available data from the Center's records may provide some 
clarification of the existing difference in figures in the above 
tables for the period from birth to one year. Initially, the mani-
festation of some abnormality from birth to one in all groups 
studied revealed that one fourth of cerebral palsied children are 
so mildly affected that they present no particular problem and 
such symptoms can be easily and are frequently diagnosed as being 
2 
a part of or aftermath of the Usual childhood diseases. 
It has, additionally, been estimated that only seventy-five 
doctors in the entire United States are sufficiently trained and 
specifically qualified to accurately diagnose and treat children 
3 
so afflicted. 
As the information for Table V was obtained from the mothers 
of the patients during the intake interview without benefit of 
confirmation from previously consulted phYSicians, clinics, or 
hospitals, it can be reasonably assumed that parental sUbjectivity 
1 7. Taylor, p. 
2 ~., p. 8. 
3 ll.!..!!. •• p. 2. 
24 
may have distorted the accuracy of such data. 
As all applicants for clinic services were given a complete 
physical eXamination, the clinicians reaffirmed the diagnosis of 
cerebral palsy when the referral already revealed the same in 43 
cases. Twenty-six of the applicants had a differential diagnosis 
at one time or another prior to clinic registration. This number 
was confirmed as being definite cerebral palSied children. Initial 
diagnosis by the clinic occurred in 33 instances. At the t~me of 
the study the diagnostic eValuation had not been completed in 14 
cases. Ages of the stUdy group at admittance for diagnostic eval-
uation is shown in Table VII. 
TABLE VII 
AGE AT AD.ITTANCE OF PATIENT 
Age in Number of Age in Number of 
Years Patients Years Patients 
0 to 1 0 8 to 9 5 
1 to 2 10 9 to 10 5 
2 to 3 13 10 to 11 6 
3 to .. 8 11 to 12 3 
4 to 5 7 12 to 13 5 
5 to 6 5 13 to 14 1 
6 to 7 11 14 to 15 1 
7 to 8 9 15 to 16 0 
16 and over . 1 
The proficiency of a cerebral palsied child depends upon the 
severity of the physical disability and the type and length of 
$ 
25 
therapy he receives. A variety of factors have important bearing 
on the ability of this type of child to adjust to his family and 
the community. 4 st ra bismus, deafness, halting s-peech, st umbl ing or 
scissors gait, lack of confidence and other symptoms of the condi-
tion will cause the family and members of the community to reject 
a cerebral palsied child. It is beyond the scope of this paper to 
present the medical aspects in their entirety, but for reasons of 
brevity and yet to portray for the reader the extent of this type 
of handicap, the following table has been employed. 
TABLE VIII 
DIAGNOSES BY CLASSIFICATION AND AREA OF INVOLVEMENT 
Types of Area of Involvement 
Cerebral Not Deter quadri- Hemi- Para- Di-
PalSY mined plegia plegia plegia plegia Total 
Spastic 10 10 7 3 3 34 
Athetosis 25 7 0 1 1 34 
Rigidity 3 2 0 0 0 6 
Cerebral 
Palsy on1y* 8 0 0 0 0 8 
Mixed 4 0 0 0 0 4 
StUdy 110t 
completed 4 0 0 0 0 4 
*Classified under general term until further study revealed 
specific type. 
4 Ibid n B 
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Psychological EvalUation 
The psychological examination is a vitally important part of 
the diagnostic evaluation. A formal psychological test was given 
to those children whose mental capacity was measurable and who ha 
reached the chronological age when objective testing was feasible 
on the Revised Stanford-Binet Scale. Generally, the psychologist 
was able to estimate by observation the approximate mental capac-
ity of those too young to be tested. If the child were largely ou 
of contact and failed to react to visual or auditory stimUli, a 
recommendation was made for a reexamination in either six months 
or one year. The mother was then instructed to stimUlate the 
child~s curiosity and activity with manipulative toys in the in-
terim. 
When formal testing was not feasible, the Vineland Social 
Katurity Scale, based upon an interview with the mother provided 
social quotient. The J. C. Raven Progressive Matrices Test was 
utilized only rarely. The Ammons Full Range Picture Vocabulary 
Test was generally utilized in those instances in which the child's 
intelligence was Very obviously measurable, but he was extremely 
limited as to activity by virtue of the severity of the physical 
handicap. This test is particularly adaptable for handicapped 
children as they can make selection and choice of answer by respo 
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ing by the simple method of pointing, nodding of the head, or roll 
ing the eyes. This test can be used to test persons from kinder-
garten to. the adult level. 
When a child's intelli.ence was considered measurable and he 
still failed in test performance as a direct result of physical 
limitation, some therapy was often recommended. After a period of 
time. when the therapies had conditioned the child with some modi-
fication of the physical limitation, the child was again retested. 
Those children who demonstrated the necessary mental ability 
profit from formal education at the usual age were classified as 
good outlook for educability. 
and Education 
As educability is a very broad term covering the period from 
grade achievement up through the regular grades, the psych-
logist used the terms poor. fai~. and good for a systematic 
riteria, simplified purposefully for common and unified usage with 
An interpretation of poor meant little chance for 
ualifying for even an ungraded room. A label of ~ meant the 
atient would qualify for an ungraded room. Good represented normal 
chievement. 
Only 10 children in the stUdy group had a good outlook for 
ducability; the potential educability of 14 was considered ~; 
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~ducability of 23 was undeter.ined. Those whose educability was 
~lassified as undeter.ined were so designated either because they 
were too young for formal testing, had withdrawn from treatment be-
~ore a psychological examination could be given, or withdrew prior 
o the completion of the diagnostic evaluation staffing. 
Of the total number of patients given p'sychological tests, 
only 24 had some type of school experience; and of this number 4 
~ad been withdrawn and 4 had been dismissed from school participa-
~ion for reasons mental. physical, or behavioral. 
Two of the patients had been dismissed from nursery school as 
hey were so mentally retarded they would not have profited from 
~roup socialization. One child was dismissed from kindergarten and 
~nother from a special school by reason of their overt behavior. On 
patient was withdrawn from nUrsery school by virtue of the severity 
)f his physical handicap. One patient was withdrawn from kinder-
~arten and two patients from elementary school for behavioral 
reasons. 
The prognosis for habilitation was correlated with the re-
suIts of the physical and psychological examinations,which was care 
~ully interpreted to the parents along with recommendations as to 
potential treatment. Prognostically, 10 cases were considered good; 
~ only ~; in 36 cases the patientts prognosis was rated as poor; 
~nd 29 were listed as undetermined 
r 
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TA.BLE IX 
PATIENTS WITH FORMAL SCHOOL EXPERIENCE 
School Experience Number of Patients 
Nursery 
• • • 
· 
3 
Kindergarten 
• • 0 • 
4 
Special s<:hool 
• • • • • • 
7 
Ungraded :room. 
• • • • • 
1 
Elem.entary school • • • • 8 
Secondary school • • • 1 
Total 
• • • • • • • • 0 • 
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CHAPTER V 
THE DISPOSITION OF THE CASES STUDIED 
Diagnostic Advisory Study 
From the cases studied it was found that 15 children had been 
committed for custodial care; 6 had died while in treatment; 4 were 
out-of-state residents and 6 were from the out-lying areas of the 
state of Illirt~. The distance involved which the latter would have 
to travel with a handicapped child was likewise correlated with 
economic necessity. 
Custodial car~ was recommended in 10 cases. In 17 instances 
custodial care was not recommended but a clinician had indicated 
~hat eventual institutionalization would be necessary; this was not 
~o be verbalized to the parents until they had been counselled by 
~he medical social worker and displayed an acceptance of permanent 
placement of their child in an institution for mentally defective 
phildren. Psychotherapy was recommended for 11 mothers, for 3 fa-
I~hers. and in 3 instances for both parents. Five children had been 
placed in custodial care although no such recommendations had been 
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~ade by the Clinic to the parents. Four parents refused to accept 
~he decision of the Clinic team regarding the advisability of cus-
~odial care for their cerebral palsied chil~ and withdrew from the 
pare and supervision of the Clinic rather than acknowledge the 
~utility of expending money, time and effort to habilitate their 
hildren when diagnosed as being mentally defective and largely out 
,f-contact with reality. The total number committed to custodial 
~are was 15. 
Eleven patients wit~drew from treatment as their parents pre-
Ferred placing them under the care of a private physician or other 
linic. Of this number, 6 patients were severely retarded mentally 
and 5 were estimated to have an average or above average intelli-
~ence quotient. Nine withdrew from treatment before the diagnostic 
~valuation was completed. No explanation was given for this action 
~o the Clinic by the parents. 
The Clinic was concerned about the large number of patients wh~ 
~ithdrew from treatment without giving any explanation of the reaso~s 
~or this action. When it was noted that the child had not been in 
he Clinic for a period of time, a letter would be sent to the 
parents inquiring if they wished to continue receiving service from 
he Clinic. In most instances there were no replies to the letter 
)f inquiry. There were 29 patients who withdrew from the Clinic, 
end the'lr rfl!~Qnn i'n?' "'..,.1"-'>"- an. ..,,,.,. .... 1r .... ..,.UL ... ~ " 
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ascertained by the Clinic. In the grouping of withdrawals from 
treatment and/or supervision of the Clinic for unknown reasons, 
the records revealed that 25 of this number were severely retarded 
mentally; 5 were mildly to moderately retardedr 6 had been too 
young to be given a psychological test and could not have benefite 
greatly from either speech, physical. or occupational therapy unti 
older; and 3 children were of near average mental range. 
Treatment recommendations for the entire 90 cases studied in-
cluded 41 to be treated on a continual out-patient basis pending 
admittance to an institution for intensive therapy. Five of this 
number received intensive therapy at the Martha Washington Home fo] 
Crippled Children for a three-month period on an in-patient basis. 
Some degree of benefit from therapy was recorded for patients 
while on an active basis with the Clinic, as shown in Table X. 
TABLE X 
DEGREE OF THERAPEUTIC SUCCESS 
Results of Therapy 
Type of No Some Marked 
Therapv Improvement ImT)rovement ImT)rovement Total 
OccupatioIial 
Therapy 5 22 3 30 
Speech 
Therapy 6 17 3 26 
Physio-
thAl"anV 6 21 .:1 ~1 
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Only one third of the study group received this type of treat-
mente Many were too young to have benefited from this kind of serv-
ice; 14, as mentioned previously, had been withdrawn from the super-
vision of the Clinic by their parents before the diagnostic evalua-
tion could be completedj and others failed to return for services 
after one or more of the therapies was recommended by the Clinic 
tea •• 
Three children received only one of the above therapies and 
~ad been classified as having made ~ improvement in that area; 
6 were the recipients of two therapies and had made ~ improvemen • 
~ total of 22 patients were engaged in all three of the above-
~entioned therapies; and of this nUmber 4 were considered to have 
made &2 improvement, 15 some improvement, and 3 registered marked 
im~rovement in their response to treatment. 
Analysis of the case records of the 39 patients who withdrew 
from treatment, reasons unknown, revealed certain factors may have 
influenced the parents to remove their child from treatment. Paren-
tal attitudes in these specific cases were found to be extremely 
negative on the part of one or both parents in 17 cases. The atti-
tudes of 7 parents were considered Positive~~ts did 
/. ~ ~~ 
long enough for ani ~pressionL~f the a-not remain in treatment 
\ ul",iVE:RSITY 
rents' attitudes to be noted. 
( 
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Because of the nature of problems presented by cerebral pal-
sied children. each case seemingly requires individual considera-
tion in order to isolate important factors operating in particular 
cases. The following cases were selected to point out the adjust-
ments that would be necessary on the part of the patient and mem-
bers of the immediate faaily to his particular situation. The casel 
selected are typical of many in the study group. 
The first case is that of a young cerebral palsied boy who, 
in the opinion of the Clinic, woUld be able to make only a moderat4 
adjustment ort the physical level and possibly some social adjust-
ment through group therapy in the course of treatment. 
John A. was a 4! year old white boy who was admitted for 
treatment after being referred by a local hospital clinic. 
John was the youngest of five children. An older brother 
was married and out of the home. Another brother, age 
seventeen, lived with an aunt in Texas. Reasons for this 
arrangement were never known to the Clinic. The patientts 
female sibling was 20 years of age and described to 
the clinic as being a mongolian idiot. Another female 
sibling lived at home. The latter was 12 years of age and 
was known to have a very poor relationship with the 
patient. John responded only to the mongolian sister 
who cared for him. This response, according to the parents, 
was favorable, meaning he was happy and affectionate when 
cared for by this sibling, but was irritable and cross 
toward all others. Parental attitudes were negative and 
they were non-accepting of plans offered by the clinicians 
and were unrealistic in viewing the future for the patient. 
Although the diagnosis was cerebral palsy. rigidity, 
the clinic believed that the patientts mental retardation 
was the main problem. The clinicians agreed that custodial 
care would be necessary if this child did not develOp 
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mentally by the time he was fourteen years of age. If such 
development did occur,the patient might benefit from some 
formal edUcation. It was suggested that John be placed in 
a nursery or play school of group situation when six or 
seven years old. Further recommendations included con-
tinued therapy on an out-patient basis. John had made 
"some improvement" as a result of physical and group 
therapy. 
The parents could not accept the diagnosis of mental 
retardation being the primary problem and withdrew from 
clinic attendance in order to return to the clinic from 
which the referral had originally been made. 
Because the parents were reluctant to furnish social history 
and more pertinent data sUrrounding the composition and intra-
familial relationships ot the family and a clearer picture of the 
environment, the parents in the case might be described as unco-
operative. A lack of proper understanding of this type of handicap 
by the parents, their failure to accept the interpretation of an 
authoritative group of medical specialists, and the resultant in-
itiation of treatment and withdrawal from one clinic to attend 
another, were more or less typical of a number of the parents of 
the cerebral palsied children in the study group. 
The following case illUstrates the behavior of an aggressive, 
overprotective mother with a severely physically handicapped child 
whose potential mental ability falls within the average range. 
William B. was an 8! year old white male child who 
was referred to the clinic by a private physician. William 
is the ottly child of his motherts first marriage. His 
natural father has remarried, but continues to pay for 
WilliamtR .nnnn.,.t ThA +v ....... ni' pol"'+in ...... h-ln ov .... + .. ~ ... 
36 
between the patient and his step-father was never ascer-
tained by the clinic and the mother refused to divulge any 
information a~ound their ~elatlonships or what the atti-
tudes of the natural father and step-father might be. 
The mother was described by the Board of Education, 
the clinic medical aocial worker, ahd other memb~rs of 
the clinic team as being ove~ly-protective and overly 
anxious because William was a "cripple." The occupational 
therapist at the clinic stated in her report that she had 
observed that William gets along well with his ,peer group 
but felt that he should have some discipline at home. The 
Board of Educat.ion also felt that William sought secUity 
from adUlts and was frustrated and cried frequently when 
he failed to accomplish som. task or assignment. 
The mother related to the medical social worker that 
William would often, when playing with other children, 
suddenly walk away and play alone. She recognized that 
William was entirely too depen«ent upon her and that she 
had encou~aged this to some degree. 
The psychologist tound William's mental capacity 
to be fully measurable,and his inUiligence ratings showed 
him to have average mental ability for his age. As the 
mother displayed her anxiety and need to overly protect 
this child to a marked degree during the testing situa-
tion, the psychologist interviewed the mother in an at-
tempt to help her to discuss the home situation. The mother's 
constant feelings of guilt caused the psychologist to sus-
pect other unre~ealed difficulty in the second marriage. 
The psychologist recommended counseling for the mother. 
Williamts outlook for educability was good; however, 
the clinic team agreed that his educability would be only 
fair if the mother continued to be overly-protective. 
Mrs. B. withdrew William from treatment shortly after 
the diagnostic evaluation. The clinicians felt that 
counseling proved to be too threatening for this mother. 
Although the prognosis in this case may be considered favor-
ble, nevertheless the child.s actual potential is not likely to 
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be developed until some help can be extended to and accepted by th 
patient's mother. Again, this is not an isolated case but is typi-
cal of many in the study group. 
The following case illustrates a brief social history of a 
seemingly normal child, mentally and physically, with only slight 
muscular involvement. 
Patty C. was admitted to the clinic at the age of 
six years. This was a self-referral in that the parents 
themselves initiated contact with the clinic for medical 
service. Patty was diagnosed as being spastic, paraplegia, 
mild. An older brotker, the only sibling, is away from 
the home, so Patty is treated pretty much like an only 
child. The brother is a patient in a tUbercular sanitarium. 
When tested psychologically, Patty proved to be well within 
the average range of intellectual capacity on various 
tests used. Results of the Revised Stanford-Binet Test, 
Form L. revealed that Patty was above average for her 
chronological age. She has no difficulty in school. Her 
outlook for edUcability was described as being very good. 
According to her mother, Patty managed to get along 
well with other children and was generally happy, carefree, 
alert, and of gentle disposition. Mrs. Cts primary conce~n 
seemed to be concentrated on Patty's poor appetite. All 
efforts to stimUlate or increase he~ appetite were un-
successful. 
Physio-therapy was recommended in order to modify 
Patty's physical condition and to provide a greater sense 
of security of balance. 
Mrs. C withd~ew Patty from treatment without notify-
ing the clinic of her intentions. There was no response to 
the clinic's letter offering continued therapy. As Patty 
was in treatment only for a very brief period of time, 
parental attitudes were not determined nor entered in the 
~~reco_rd. ________________ ~ 
t 
38 
From the clinician~s standpoint, Patty received excellent car 
attention; she was able to make a satisfactory adjustment at schoo 
and probably in the home. However, treatment should have been con-
tinued in this specific case as a means of providing for Patty's 
maximum habilitation. 
The fOllowing case illUstrates rejection of a young cerebral 
palsied boy,who was the youngest of three children, by his parents 
and by his older brothers. 
Jimmy D. was referred to the clinic by the school 
nurse when he was 7 years of age. He was diagnosed as 
being cerebral palsied with mental retardation and con-
genital cataracts. 
Jimmy was refused admission in the regular school system 
and was at the time of admission to the clinic in attend-
ance at a special school. He had previously been in kinder-
garten in a public school and had been in one other special 
school for handicapped children. 
DUe to gross perceptual difficulty, resulting in or 
accompanied by mental deficiency, the psychologist was 
not able to test Jimmy. The Board of Education submitted 
a report of the estimated mental capacity that might exist 
and the clinic psychologist concurred with their findings. 
His chronological age was 6 years and 4 months; his mental 
age was 2 years and 9 months. With an intelligence quotient 
of 43, Jimmy's outlook for educability was poor. 
Occupational therapy was indicated in Jimmy's case. 
When he first entered into therapy he refused to play with 
other children. After two months of therapy he became ag-
gressive and destructive. He learned how to play with 
other children but soUght out the older boys for play. 
some improvement while in occupational 
felt that he should continue on an out-
t 
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to activity w.ith the home-care program. 
The D. family had been known to various community 
agencies over a period of time. The Institute for Juvenile 
Research reported Mrs. D. as being unaccepting of Jimmyts 
"slowness" and rejecting·~f him. It waS felt that Mrs. D. 
might profit from counselling but~e objected to counsel-
ling from United Charities when referred by the Division 
of Services for Crippled Children. The clinic described 
Mrs. D. as overly protective and reported she spoiled 
the child but admittedly felt badly about his condition. 
All agencies had recommended casework services with the 
mother and saw the same as being the initial steps toward 
resolving some of the childts conflict with his environ-
ment. 
The patient's oldest sibling has become introverted 
and refused to play or mingle with his peer group since he 
had the greater amount of responsibility for 9are of Jimmy. 
This male sibling, upon whom the mother has thrust her 
responsibility, is l~ years of age. His withdrawal from 
group activity was noticed by the public school teacher, 
who felt that hoe, as well as Jimmy, might profit from some 
type of guidance. 
The second male sibling was ten years of age and is 
totally rejecting of the patient. Parental attitudes and 
the .a~ital situation were not learned prior to the with-
drawal from treatment, the reasons for which were unknown. 
The prognosis in the following case was exceptionally good for 
this type of handicapped child, but it is believed that a language 
barrier may have induced the parents, who were displaced persons. 
to withdraw the patient from treatment. 
Mark E. was a male white Lithuanian displaced person, 
who was referred by the Sisters of a local parochial 
school. Mark was a oldest child in a family of three and 
had two younger female siblings. 
He was diagnosed as having cerebral palsy, athetosis, 
.ild. Due to a language barrier Mark coul~ not be fullv 
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tested psychologically. More testing would be necessary 
to obtain an accurate measure of his intelligence. Mean-
while, it was quite reasonable to assume that Mark had above 
average mental ability. His outlook for educability was 
estimated to range from Igod to ~, but this would depend 
enti~ely on the rapidity of his mastering the English 
language. 
Familial attitudes were not known or not determined 
at the time the patient was in treatment at the clinic. The 
clinic stressed frequent re-evaluation of this child and 
advised that he continue receiving therapy as he had made 
"some improvement" in every area. 
Mark was placed at the fourth grade level in a paro-
chial school after his parents arrived in this country. 
It was believed that Mark could be rapidly advanced acad-
emically when he haa learned Bnglish. Because one side of 
his jaw was smaller than the other and due to ataxia of 
all five movements, the clinic was desirous of this child 
remaining under their supervision so as to correct the 
malfunction of the jaw possibly through surgery, after 
which it was hoped that Mark might benefit from speech 
therapy. 
The next case presented shows how the deep rejection of the 
atient by the mother complicates the child~s adjustment at home 
nd in the school. 
Tony F. was admitted to the clinic at the age of 4 
years, the source of referral being a local fraternal or-
ganization. Tony was diagnosed as spastic, diplegia. 
Tony is the older of two children. The mother explained 
to the medical social worker that Tonyts younger sister 
is very Jealous of him and that he is completely rejected 
by the father. 
Mrs. F. managed to relate some of the family problems, 
the primary one being the discord that existed in the 
aarital relationship. Mr. F. reportedly abused the mother, 
drank to excess, and she lived in fear of The patientts 
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tinua1ly ignored the patient. The social worker evaluated 
Mrs. F's lengthy narration as giving indication that she, 
too, was wholly rejecting of the patient. 
Tony's behavior durin~ the period he was being seen 
at the clinic was described by members of the clinic team 
as being negative insofar as his responses affected his 
treatment. He would bite, kiek. scratch* demand attention, 
and cry, and was generally irritable. 
Tony had attended two different nursery schools and 
had been withdrawn by the parents for the aforementioned 
behavioral reasons. 
The patient's mental capacity was found to be measur-
able, and he had an intelligence quotient of at least 48. 
The psychologist believed that Tony possibly had more 
ability than the tests revealed. The psychologist believed 
that there was sUfficient evidence of family stress and 
general adverse enVironmental conditions affecting the 
patient in the last few years to have an unfavorable in-
fluence ort the test reSUlts and his behavior. Tony was 
fUrther described as seeming to be basically insecure and 
rejected and that he apparently felt it deeply. 
On the basis of the ~esults of his psychological 
test, it was decided that this child had a poor outlook 
for educability. Recommendations were for continued treat-
ment as Tony had benefited from physio-therapy and occUpa-
tional therapy to some degree. 
The prognosis arrived at by the clinic team indicated 
that eventual custodial care woUld be necessary as the 
deep rejection of the patient by his mother blocked even 
the little improvement that could be made with this child. 
Tony was removed from treatment by the mo~her. Ber 
reasons for doing so were not made known to the Clinic. 
Another case which is typical of rejection of the cerebral 
18ied child is that of Peter G., who was admitted for treatment 
t the age of 4 years and 2 months. 
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Peter G., a white male and the second of three chil-
dren, was referred to the clinic by the United Cerebral 
Palsy Association. Both of his siblings were males. 
The diagnostic evaluation revealed that this patient 
was afflicted with cerebral palsy, athetosis, severe, 
and tha~ he was psychologically non-measurable, but in 
contact. His mental limitations and inability to be tested 
arose from the severity of his physical disability. 
He was described by the medical specialist as being. 
a happy and affectionate child but having more than the 
normal number of fears. 
All team member. indicated that Peter's mother was 
overly~protectivet resistive to treatment for the child, 
and was always tense and emotionally upset when she 
brought him to the clinic. The father was extremely at-
tached to Peter, and his brothers were very accepting of 
him and his handicap. 
The marital situation was definitely negative as re-
ported by the father, stemming largely from the handicap 
of the patient. 
The outlook for educability for Peter was poor. The 
clinic recommended home-care £or the child and casework 
services for Mrs. G. The prognosis for physical habilita-
tion was likewise considered as poor. 
As Peter had made minimal improvement in speech, the 
clinic felt thathe should have fUrther encouragement under 
the home-care program and another evaluation of his 
progress in this area at a later date. 
As the emotional stress in the home interfered with 
the child's improvement, the clinic recommended that the 
patient be entered into a training center on an in-patient 
basis so that he could profit from a continual habilitative 
program even though his response might be at a minimum 
level. 
The child was withdrawn from treatment shortly after 
Casework services were suggested to the mother. 
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Some of the parents in the study group were described as co-
operative. The case of Gerry H. was more or less typical of such 
parents when such positive attitudes were indicated. Gerry H. was 
referred to the clinic by the family physician when he was 18 mont s 
old. 
Gerry was diagnosed as having cerebral palsy, athetosis, 
mild. Be was too young to be psychologically tested. 
He was the only child of a young married couple who 
could not readily accept his handicap, but expended them-
selves cooperatively in order to provide for the maximum 
habilitation of their son. When the social worker sug-
gested that the patient needed to be socialized, the H~s 
applied to a local agency and obtained a five-year-old 
foster-child as a means of providing socialization as the 
patient was too young to be entered in a nursery school 
with his handicap. The parents and members of the team 
noticed great improve.ent shortly after this arrangement 
took place. 
The outlook for educability was not determined or 
estimated at the time of the diagnostic study; however, 
the clinic believed that in Ger~y~s case the prognosis 
was good. While receiving physio-therapy, Gerry had made 
some improvement. 
The case of Gerry B. was closed when the parents 
failed to return the child for additional ireatment. A 
letter from the clinic which encouraged continued treat-
ment did not produce a reply for the reasons for their 
withdrawal. 
These cases as presented in summary form showed some of the 
individualized needs of this particular type of handicapped child. 
These patients presented a variety of personal disturbances and 
situations, but, as a group, they were all in need of continued 
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medical attention. of clinic supervision, and of the services of-
fered by the Social Service Department of the clinic. These servicE~ 
were available to all the patients and to the responsible members 
of their families in order to interpret not only the conditions and 
needs of the patient. but also to promote a better understanding of 
him as an individual. The clinic team worked together to meet the 
patient's needs not only on a medical basis but also on an emotiona~ 
and social level. to prepare and assist the patient or members of 
his family to make a better adjustment to his environment. 
CHAPTER VI 
SUJlIl,ARY 
This study consisted of a review of the closed 90 patients 
known to the Mercy Hospital Children's Rehabilitation Center some-
time between the period february 14, 1949, through August 31, 1954 
The selection of the 90 cases was based on these c~iteria: The app i-
cation for treatment occurred during the period mentioned above; 
and the age grouping of patients ranged from infancy through fif-
teen years with the exception of four patients who were beyond the 
maximum age of children serviced by the Center but who were acceptEd 
for care because they were especially in need of the services whicl 
the Center had to offer. 
The study was focused upon the closed cases of cerebral palsiEd 
children known to the Clinic with the purpose of attempting to as-
certain the extent xo which the recommendations of the medical ted 
were followed by the parents. It was hoped that ~rom this stUdy 
some common chara~teristics might be revealed which might indicate 
what significant factors entered into the failUre of the parents tc 
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follow through ort the Center's rec6mmendations, as well as t~e 
reasons for termination of contact in those particular cases in 
which maximum treatment benefit had not been attained. 
A greater awareness and recognition of cerebral palsy exists 
in recent years which can be deduced from the source of referrals. 
Thirty-two children were referred by private physicians and/or 
clinics. 20by community agencies, 21 as the result of radio and 
newspaper publicity, 7 by friends who were familiar with the serv-
ices of the Clinic, 7 by the immediate family, and the soUrce of 
referral of 3 patients was not indicated in the record. 
Forty-eight families in the study group rented their apart-
ments 6r homes, 28 owned or were buying their own homes, 5 lived 
with relatives, and the living arrangements of 9 families were not 
entered in the records. Eighty-two fathers were employed, 3 mothers 
were public welfare recipients, and the financial status of 5 of 
the parental wa'ge ear.ners was not recorded. Forty-seven families 
had hospitalization insurance, 23 were without hospital or medical 
benefits, and resources of this nature were not indicated for the 
remaining 20 cases. 
Classification by residence revealed that 64 were from the cit 
~f Chicago, 10 were from suburban areas, 10 were from various out-
Lying areas of the state of Illinois, and 6 were out-of-state 
~e8idents. 
$ 
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The availability of this specialized service for victims of 
cerebral palsy regardless of creed or race is evident from the 
findings regarding the religious preference and race of the study 
group. Fifty-one were of the Catholic faith, 30 were of Protestant 
denominations, 4 were Jewish, and 5 had no religious preference. 
Cerebral palsied children categorized by race and sex revealed tha 
49 white male and 35 white female patients were included; 2 negro 
males and.4 negro females had been admitted to the Clinic for 
evaluation and treatment. The disproportionate number of negroes 
in the study group does not reflect the general Clinic population 
in attendance at Mercy Free Dispensary Clinic as the ratio is threE 
negroes to every white person in attendance. 
The ma~ital status of the parents of the patients is signifi-
cant as parental attitudes are influential factors in the psycho-
social development of the child. Eighty were married, one was div-
orced, four had remarried, one was a widow, and in four instances 
the marital status was not recorded. 
The ages of the parents at the birth of the patient indicates 
that the concentration of births occurred during the period normall~ 
regarded as the child bearing years and does not lend any support 
to the hypothesis that cerebral palsied children may be born to 
older parents. 
A total of seven families reported additional cerebral palsied 
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~ersons in their immediate families. 
The attitudes of the members of the family toward the patient 
~nd his handicap were observed by the clinic staff primarily. Three 
were obtained from reports submitted by the Board of Education, fiv ~ 
from referral agencies having a social service department, and one 
as noted by a referring physician. Positive attitudes toward the 
patient were recorded for 25 fathers and 26 mothers, for siblings 
~n 21 instances in which the patient had a sibling or siblings; and 
~n 7 cases for the patientts peers in which the patientts relation-
~hip with his peer group was known. 
AttitUdes on the part of 43 fathers and 24 mothers were termed 
~ndeterminedj there were 36 instances in which the patientts relati n-
ship with his sibling(s) was unknown; and in 27 cases the relation-
~hip of the patient .th his peer group was not known. 
The patients were also ob •• rved by the Clinic team and their 
attitUdes and the type of behavior they manifested was recorded. 
rhe attitudes of 26 patients were decidedly positive) those of 28 
~ere definitely negative; and the attitudes of 36 were grouped unde 
he classification "unknown," as there was no indication of them in 
he case record. 
The age at which the abnormality associated with the cerebral 
palsy condition was first observed in the members of the stUdy grou 
pccurred most frequently in the period from birth to one year. The 
( 
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ages of the patients when the diagnosis of cerebral palsy was con-
firmed occurred during the period from birth to three years in-
clusively in 57 cases, in 19 instances after three years of age, 
and in 14 cases the diagnostic e.aluation had not been completed. 
The most common tests used for the psychological evaluation 
were selected for the in4ividual child,when testing was feasible, 
and included one or more of the fOllowing: The Vineland Social 
Maturity Scale, the J. C. Raven's Progressive Matrices Test; the 
Ammons Full Range Picture Vocabulary Test, and the Revised Stanfor 
Binet Test, Form L. 
The psychological evaluation pointed out that only 10 chil-
dren in the study group had a good outlook for educability; for 14 
the prognosis for educability was ~; for 48 the prognosis was 
poor; and the edUcability of the remaining 23 cases was undetermin d. 
The prognosis for the patient's habilitation was based upon 
the physical and psychological examinations and was carefully in-
terpreted to the parents along with recommendations regarding pot-
ential treatment. In 10 Cases the prognosis for habilitation was 
good; in 9 only ~; in 36 cases the prognosis was considered 
and in 29 cases the prognosis was undetermined. 
In the cases studied it was found that 31 cases were closed 
for the following reasons: 15 children had been committed for cus-
t 
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residents, and 6 were residents of outlying areas of the state of 
Illinois. 
Custodial care was specifically recommended in 10 cases. In 
17 additional instances, custodial care was not recommended; how-
ever, a clinician had indicated that eventual institutionalization 
bf the patient would be necessary, but that this eventuality shoulc 
not be verbalized to the parents until some acceptance or suggesticn 
of permanent placement of the child had been expressed by them. Fo] 
this reason psychotherapy was recommended for 11 mothers, for 3 
fathers, and in 3 cases tor both parents. Five children had been 
placed in custodial care although such a recbmmendation had not 
been made by the clinicians. lour parents refused to accept the 
decision of the team as to the addsability of institutionalization 
and withdrew the patients from treatment when they were diagnosed 
~s being mentally defective and largely out of contact with real it, 
rather than acknowledge the futility of expending money; time and 
effort to habilitate their children. 
El.v~n patients withdrew from treatment as their parents pre-
ferred placing them under the care of a private physician or another 
clinic. lourteen patients were withdrawn from treatment before the 
diagnostic evaluation was completed and no explanation was given 
for this action to-the clinic by the parents. 
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Of the 39 patients who were withdrawn from treatment without 
any explanation being given by the parents as to the reason for th s 
action, the records revealed that 25 of this number were severely 
mentally retarded, 5 were mildly to moderately retarded, 6 patient~ 
had been too young to be tested psychologically and could not have 
benefited greatly from therapy until older, and only 3 children 
were of near average mental range. As the majority of the patients 
were mentally as well as physically handicapped, the interpretatio~ 
of the facts to the parents of the patients may have been the 
primary cause for the pa~ents becoming pessimistic about the value 
of treatment or the continuation of their child under the supervi-
sion of the Clinic. 
An analysis of the records of the 39 families who "withdrew 
from treatment, reasons unknown" provided some indication of factors 
that may have influenced the parents to remove their child from 
Clinic attendance. Parental attitudes in these specific cases were 
found to be extremely negative on the part of both parents in 17 
Cases; 7 were considered positive; and 14 did not remain under the 
Supervision of the Clinic for the period of time required before an 
i.pression of parental attitudes could be noted. 
Treatment recommendations for the entire 90 cases included 41 
to be treated on a continual out-patient basis coupled with home 
10 could not profit from any treatment and custodial care was 
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recommended; and 9 were placed on an out-patient basis pending ad-
mittance to an institution for intensive therapy. Five of this 
number received intensive therapy at the Martha Washington Home for 
Crippled Children for a three-month period on an in-patient basis. 
As mentioned previously, 5 patients were placed in institutions al-
though not recommended by the Clinic team, 5 had died while under 
the Clinic's sUpervision, 4 patients were out-of-state residents, 
and 6 were from outlying areas of the state of Illinois. 
Of the number of children who had entered into occupational, 
speech, or physio-therapy, only 4 were clasified as haVing made ~ 
improvement, 24 patients had made ~ improvement, and 3 patients 
responded with marked imRrovement physically. 
The available data which made this study possible indicated 
that cerebral palsy was more common in the study grc>up among the 
whue:race than among Negroes, among males than females, and among 
the first-born than among those of subsequent births. Taylor con-
tends that: "There seem to be no other close relationships, however, 
between the disease and the patient's background. Until fUrther 
data come to light, it may be assumed that cerebral palsy occurs 
.ith almost equal regularity among all classes of people regardless 
I 
of their socio-economic level, occUpation, or location of residence." 
-
ITaYlor. P. 4. 
------------------------...... 
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This conclusion seems to hold true for the study group in that 
people from different socio-eco~omic levels and location of resi-
dence were represented therein. 
The general recognition that envirortmental and emotional prob 
lems are significant and may have an important influence on the 
patient's ability to sustain treatment until maximum benefit has 
been attained. It would appear that a greater number of parents 
should be referred for Courtseling and casework services as a m~ans 
of helping them to be mere acceptirtg of the patient and his handi-
cap, and more realistic as to the child's potential and type and 
duration of treatment. I~ this martner there coUld be mutual active 
plannirtg directed toward the maximum habilitation of the child. 
Enthu8ia8tic cooperation of the parents might be obtained 
through a more comprehe~sive interpretation of the handicap, its 
effect on the child and the members of the family; the need for a 
realistic approach as essential in treatment; and the roles of the 
parents in home-care and helping the child to adjust to the type 0 
education from which he COUld best benefit if accepted for formal 
schooling. A program so designed as to emphasize to the parents of 
the cerebral palsied child the importance of healthy parental at-
titudes (since negative feelings and attitudes ~requently negate 
the effectiveness of treatment) seems indicated and might induce 
~arents to be more cooperative and help them to view the patient 
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and his problems more objectively. 
~----- --------' 
------------------------....... 
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APPENDIX 
SCHEDULE 
I. IDENTIFYING INFORMATION 
A. Research # 
B. Address 
C. Age at admissio~ Sex Race 
Clinic # 
Birth date 
Religion 
D. SoUrce of refer~al 
E. Different diagnosis prior to admission 
F. Age of child when abJtormality was first observed 
1. Noted byMD 2. Mother 3. Other 
4. Diagnosed as CP (age) 5_ Authority 
II. SOCIAL HISTORY AT TI.B OF ADMISSION 
A. Constellation 
1. Father 
2. Mother 
Age at birth 
of CP child 
Marital Status 
M D SWUM RM 
3. Children 
(1) 
a. At Home b. Away c. At Home 
(5 ) 
(2) (6) 
(3) (7) 
(4) (8) 
4. Qther CP members in family 
B. Living arrangements 
d. Away 
1. Own home Rent with relatives 
Floor(s) 
Number of rooms 
C. Economic status 
1. Employed Unemployed Occupation Income Fin. Asst. 
a. Father 
b. Mother 
c. Siblings 
d. Others 
2. Insurance: Group Hospital Plan Health Insurance.Yes No 
D. Attitudes As observed by 
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a b c d 
1. Mother 
2. Father 
3. Siblings 
4. Peers 
5. Others 
6. Marital situation as reported by: 
a. Father 
b •• other 
c. Others 
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abc d 
7. Patientts di8p~sition and behavior as reported by: 
Ill. TRAUUNG AND EDUCA.TION 
A. Level of achieveMent 
Wursery school kindergarten grade school ungraded room 
special room special school high-school 
B~ Number of schools attended 
Nursery school kindergarten grade school ungraded room 
special room special school high-school 
C. Number of dismissals-withdrawals 
1. Reasons: 
Mental physical behavioral 
2. Reason not in school 
IV. PSYCHOLOGICAL EVALUATION 
A. Measurable 
1. Fully measurable 
a. Mental age 
b. Intelligence Quotient 
2. Practically measurable 
a. Mental age estimated 
b. Intelligence Quotient estimated 
B. Non-measurable 
1. In contact 
2. Largely out of contact 
C. Test used 
1. Ammons Full Range Picture Vocabulary Test 
2. Ravents Progressive Matrices 
3. Revised Stanford-Binet Form L 
4. Vineland Social Maturity Scale 
D. Outlook for educability 
1. Good 
2. Fair ~ ________ ~3~.~P~O~o~~~ ____________________________________________ ___ 
DIAGNOSTIC ADVISORY STUDY 
A. Recommendations 
10 Re-evaluation 
2. Treatment 
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3. Out-patient home-care referral to other institution or 
clinic 
a. Speech therapy b. physio-therapy c. occupational 
therapy d. casework services 
B. Present disposition of case 
1. In treatment institution deceased other 
2. Results of treatment 
a. No improvement b. some improvement c. marked improve-
ment 
(1) PT 
(2) OT 
(3) ST 
C. Prognosis 
1. Good 
2~ Fair 
3. Poor 
4. Guarded 
